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All diseases in Part | must be cousally related,

THE DIVISION OF HEALTH OF MISSOURI

Lty APR 6 TQSQ‘eniS'mﬁon DimicrNo.....,../oz._g_w,,_,______u___,

STANDARD CERTIFICATE OF DEATH

Primary Registration District N°--02—0=0fo-

59-009058

STATE FILE NUMBER

-.... Registrar’s No. .

IRH......

1. PLACE OF DEA 2 USUAL RESIDENCE (Where doceased lived. f inghjtution: Residence befora
a. COUNIY STATE b, COUNTY izsion)
, b. CITY (Hf oyipjde carporatedimits, give TOWNSHIP only) Inside Limits c. CITY . z 32 9‘5 Inside Limits
Or Yos 0 ro [ o Brookline ¢ | YeslT N[
TOWN es M Mo TOWN os[] No
c. FULL NAME OFAI£ NOT ip hospitol, giye location) end!h of stay in 1b d. STREET (lfrutside, give location) Reside on Farm
HOSPITAL DR M M, LI ADDRESS
INSTITUTION . d»(ﬂdo ved T Ne [
3 NTAME OF DECEASED First Middle Lost 4. DATE Month Doy Yaar
{Type or print} .
Peant He Lidewell oearn Mavch 2k, 1959

5. SEX { 6. COLOR OR RACE

: 7'MARR|E@)’EVER margiED[ ]
Female Wwhite

winowep [ | ptvorceo[ ]

8. DATE OF BIRTH

Jeb. 3, 1890

9.

(oqnst birthday)

AGE (ln years

FUNDER 1 YEAR|

IF_ UNDER 24 HRS.

Months I Days

Houry I Min.

10a. USUAL QCCUPATION (Givae kind of work done

Uduring :n:ﬁt of working lifs, even if retired)

10b. KIND OF BUSINESS OR

INDU, TRS P E

11. BIRTHPLACE (City and ctats or country)

Shannon Countny,

moo

(e

12. CITIZEN OF WHAT COUNTRY?

U. 8.

1309, FATHER'S NAME
.

Heanot

13k, MOTHER'S MAIDEN NAME

Emma Eduands

14. NAME OF HUSBAND OR WIFE

deld F. Clideweld

15. WAS DECEASED EVER IN U, 5, ARMED FORCES?
(Yau, nn'rw:nkmwn)!(l! s, qln Mar or . duna of service)

16. SOCIAL SECURITY NO.

17. INFORMANT

Jeld I. Clidewell-Brookline,

Address

Moo

18. CAUSE OF DEATH (Enter only one couse per ||na for {a), (b}, um:l (c) y
PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a) A ecensigrm 4 a-o‘in

Caonditiony, if any,
which gava rise 1o
obove cause f{o),
stating the wnder-

i

DUE TO (b) %M
DUE TO {c) &C&MMAM gﬁﬂ-&

INTERVAL BETWEEN
OMBET AND,D

AAM

z lying causa last.

2 PART Il, OTHER SIGNIFICANT CONDITIONS ¢@NTRIBUTING TO DEATH but nat related 1o the terminal diseass candition given in PART | (a} 19. WAS AUTOPSY
= 3 PERFORMED?
o "} ‘4 X Ys_g no ]
21 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)

w

J O d d

Q 20c. TIME OF Hour Month, Day, Year

a INJUR a.m.

H p.m,

20d. INJURY DCCURRED
WHILE ATD NOT WHILE 1

20e. PLACE OF INJURY (e.g., inor obouthome,
furm, wctory, streat, office bldg., etc.)

USE ONLY BLACK INK OR RIBBON TYPEWRITE iF POSSIBLE

20f. CiTY, TOWN, OR LOCATION

COUNTY

STATE

21, | sitended the decoased rwm%g!rgn}_‘ 1o
eath gecuered ot

Mﬂd last saw :-r alive on

m on the date stated above; and to the best of my knowledge, from rh. cousef stated,

Z%TURE ; ﬁ/ ze or title) ;M_S)

;DDR ESS - : ‘ m

22c. RATE SGNED

1%

2-27

. BURIAL, CR 235 DATE/

<1959

23t. HAME OF CEMETERY OR CREMATO/Y

ahle Park Cemeteny

l'zULOCATION {City, town, ar county}

{Srate}

@

24. FUNERAL DIRECTOR ADDRESS

Rer W-—W’d’d" Mo «

25, DATE RECD. BY LOCAL REG.

fm]— 57

{Licensed Embalmar’s Statement on Reverss Side)

&mmwmmwm

TRAR'S SIGNATUR; -




STATEMENT BY LICENSED EMBALMER

I hereby cettify that the body whose name is recorded on the reverse side of this certificate was embalmed

by ME, OF DY ittt e e et st s e e st et e ne

working under my personal supervision.

STUAENL ceriiiiiinrmunisrrrrmrasemrnrsessniassentaersrnreesssen
Signature of Student Embalmer

T P. O, Address, @V /Ly

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg

if this body is not embalmed, fact should be so stated above




